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Multicultural is a generic term that more accurately reflects the complexity of culture.
In describing multicultural comparison Axelson (1985) notes that, people share a common
denominator in general society. People belong to groups that are identified by their
behefs, values, thought patterns, feelings and behaviors. The groups are conditioned by
factors such as ethnicity, gender, age, socioeconomic status, and life style. According to
Axelson, multicultural counseling considers the aspects ofmany different cultural
environments in a pluralistic society, along with the relevant theories and techniques in
counseling practice.
There is a growing awareness of and sensitivity to ethnic and cultural issues in the
helping professions. A variety ofmulticultural concerns have been receiving increased
attention for the last decade. These recent developments can be partially summarized as
follows: (1) There is a trend toward acquiring knowledge of culturally different clients
and gaining experience in working with minority clients (2) There is a concern for
adapting techniques and interventions in ways that are relevant for the culturally different
client. (3) There is a recognition that counselor self-awareness in multicultural counseling
situations. (4) There are implications for practice in the value orientations and differing
basic assumptions underlying therapeutic systems.
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Self-disclosure may be the most important behavior in which a client engages during
counseling, and increased self-disclosure by clients has been shown to have a positive
effect on therapeutic improvement (e g. Anchor & Sandler, 1976; Carkhuff& Pierce,
1967). Besides its centrality in the process of self-exploration, client disclosure provides
a major basis for diagnosis and the formulation of treatment plans and goal (Traux &
Carkhuff, 1967), and client problems are often related to inappropriate levels of
disclosure and the subsequent inability to form close interpersonal relationships (Jones,
Hobbs, & Hockenbury, 1982, Batten, & Parish, 1982).
Counselor disclosure is believed to function as a model ofappropriate behavior
(Jourard, 1971; Mowrer, 1964) as well as a means of reducing ambiguity (Bugental,
1965). Disclosure by a counselor can also reduce interpersonal trust (Jourard &
Friedman, 1970) and has been shown to foster perceptions of a counselor as warm,
accepting, and nurturant (Bundza& Simonson, 1973), fnendly (Murphy & Strong, 1972),
and more competent (Graff, 1970). Given the fact that client attitudes toward the
counselor and the counseling relationship will affect their initial involvement in
counseling, their willingness to disclose, length of stay, and final outcome (Simonson,
1976), counselor disclosure will often be a part of successful counseling.
A major assumption for culturally effective counseling and psychotherapy is that we
can acknowledge our own basic tendencies, the ways we comprehend other cultures, and
the limits our culture places on our comprehension. It is essential to understand our own
cultural heritage and world view before we set about understanding and assisting other
people (Ibrahim, 1995; Lauver, 1986). This understanding includes an awareness of one's
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own structure of reasoning, and an understanding of their effects on one's communication
and helping style (Ibrahim, 1985). Lack of such understanding may hinder effective
intervention (McKenzie, 1986).
Statement of the Problem
Cultural factors that relate to client attitudes toward counselor's and social workers
play a major part of compliance with treatment goals. In some studies researchers suggest
that cross-cultural multicultural counseling social work is currently perceived to be
important and relevant in the field of counseling social work. Most counselors or social
workers, at one time or another, are involved with clients from countries different from
their own. It is common for a white counselor social worker and a minority client to be
involved in a counselor-client relationship. Paterson (1978) indicated that "most trained
counselors are white and middle class, but most clients are fi'om other racial and
socioeconomic groups. When the client and counselor come from different countries,
misunderstand, rejection, distrust, and negative transference are more likely to occur as a
result of perceived cultural differences (Pendersen, 1988). Therefore it is necessary for
counselor and social workers to be familiar vvdth their clients culture in order to minimize
miscommunication and assist an effective client-counselor relationship. Because the
United States is a multiethnic nation ofmany cultures, languages, values and belief
systems, it is urgent that counselors or social workers develop strong commitment to
understanding as many diverse groups as possible. It is important for counselors or social
worker's to have some grasp ofwhat is cultural diversity . Some knowledge of cultural
differences is essential. If the counselor or social worker does not have some
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understanding of the client's values, belief, frame of reference, and cultural characteristics,
a substantial gap between counselor and client exist before even beginning to work with
the client. A counselor should also be aware of their own world view and know how it
differs from other cultures.
While national interest in the mental health needs of ethnic minorities has increased in
the past decade, the human service professions, especially mental health needs of this
population has increased also (Bernal & Padilla, 1982; Casas, 1982; Casas, Ponterotto, &
Gutierez, 1986; Ibrahim & Arrendondo, 1986; Ponterotto & Cassas, 1987; President's
Commission on Mental Health, 1978; Smith, 1982; D.W. Sue et al., 1982). Ethnic
minority groups (particularly American Indians, Asian American, Blacks, and Hispanics)
represent roughly 20% of the total population. Evidence reveals that everyone else, is
more likely to encounter problems such as immigrant status, poverty, cultural racism,
prejudice, and discrimination. Yet studies continue to reveal that American Indians, Asian
Americans, Blacks, and Hispanics tend to under utilize traditional mental health services
(S. Sue, Allen & Hall, 1974). What is even more puzzling and disturbing were findings
that minority chents tended to terminate counseling at a rate of less than 50% after only
one contact with the therapist. This was in marked contrast to the less than 30%
termination rate among white clients.
Counselor disclosure is believed to function as a model ofappropriate behavior
(Jourard, 1971; Mowrer, 1964) as well as a means of reducing ambiguity (Bugental,
1965). In addition to engaging in less self-disclosure Blacks often continue therapy for
shorter periods of time and evidence higher drop-out rates (Baekeland & Lundwall, 1975).
5
A number of factors may contribute to this. First, Black clients may have a basic mistrust
ofWhite counselors (Comer, 1973; Jackson, 1973; Terrell & Terrell, 1984). Other
reasons hypothesized to underlie early termination of therapy by Black clients include
negative reactions to a counselor who is perceived as dissimilar, cold, and unfriendly and
the fear that self-disclosure may result in labeling that supports prejudicial myths about
Blacks (Smith, 1977; Sue, 1977; Wampold, Casas, Atkinson, 1981).
Significance ofPurpose of the Study
This study is significant and important to all social workers who plan to work in the
United States. It is important that all social workers become aware of cultural diversity
and better learn how to work with the population so that we can better help and serve our
consumers now and the in the upcoming 20th Century. As counselors and social
workers, we have a personal and professional responsibility to; (a) confront, become
aware of, and take actions in dealing with our biases, stereotypes, values, and
assumptions about human behavior; (b) become aware of the culturally different client's
world view, values, biases, and assumptions about human behavior; and (c) develop
appropriate help-giving practices, intervention strategies, and structures that take into
account the historical, cultural, and envirorunental experiences or influences of the
culturally different client.
If counseling or social work as a profession is to receive acceptance from the
culturally different, it must demonstrate in no uncertain terms its good faith and ability to
contribute to the betterment ofa group's quality of life. First, the counseling or social
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work profession must take initiative in confronting the potential political nature of
counseling (Katz, 1985). Second, the counseling or social work profession must move
quickly to challenge certain assumptions that permeate our training programs. What that
boils down to is that educational programs can no longer present a predominantly White
Anglo Saxon Protestant orientation. Third, research can be powerful means of combating
stereotypes and of correcting biased studies. Fourth, there is a strong need for counseling
or social work to attract more ethnic minorities to the profession, complex as this issue.
Fifth, counselors or social workers must realize that many so called pathological socio-
emotional characteristics ofethnic minorities can be directly attributed to unfair practices
in society. Last, making research with minorities a community endeavor can do much to
lower hostility and develop trust between researcher and subject.
Research Question
The study will examine the relationship between service delivery and cross cultural or
multicultural counseling. The researcher wants to know ifmulticultural counseling has
anything to do with premature termination by the consumers. It is believed that
Hispanics, African Americans, and other minorities use counseling services only in crisis
situations and once the crisis is over the counseling stops.
Hypothesis;
The study will prove that counselors attitude and cultural awareness plays a major part
in treatment compliance and service delivery of the consumer. The researcher feels that
counselors and social workers should become familiar and sensitive to a consumers
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culture. It is felt by the researcher that if the consumer feels as if he or she will not be
discriminated against, looked down upon, or comfortable with the counselor or social
worker the consumer will be more assertive in treatment compliance.
CHAPTER n
REVIEW OF THE LITERATURE
Ecological Perspective ofMulticultural Counseling
The fastest-growing racial category in the past two U S, census' was "other "
(Spickard & Fong, 1995) which suggests significant changes in the U. S. racial scene.
How social workers and policy makers understand race and deal with racial issues is
changing rapidly and will continue to change because U. S. society's understanding of
race is changing in fundamental ways (Spickard & Fong, 1996).
In multicultural practice, the social worker or counselor is confi'onted with clients
who reflect societal, organizational, cultural, familial, and individual structures and
processes. An ecological perspective highlights the constant interaction amongst these
structures and processes. In the actual encounter with the client, the multicultural
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practitioner will witness how all these complex processes are played out. In multicultural
clinical practice, the issues to be worked with are not limited to the "problems" as defined
by a monolithic, ethnocentric nomenclature adopted by the helping professional
(Pendersen 1981). Moreover, they are impacted by a complex range of processes,
including the social positions of the participants and the associated power distribution, the
engagement of two or more cultural systems with different meaning contents and rules.
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and differences in reality construction and expectations regarding the helping process as
well as the desired solution (Pendersen 1988).
When clients and workers coming from different ethnoracial or cultural
backgrounds have to work together, the first important task is to create space within
which these differences can be managed. This is what is called the process of
engagement. The clinical encounter is a site ofmulticultural engagement in which the
heterogeneous realities of race, culture, class, gender, sexual orientation, differential
abilities, religious affiliation, and so on, are represented by the individual participants
(Pendersen 1988). Maintaining the particularity ofeach clinical encounter is compatible
with an ecological emphasis when the representation of such realities are recognized,
understood, and respected.
Relationship between the Client and the Counselor
Social work theorists recognize the importance of the relationship as both a central
condition and context for effective helping. Compton and Galaway (1994) reviewed the
social work literature on relationship and identified the following essential elements:
concern for others, commitment and obligation, acceptance and expectation, empathy,
genuineness, authority and power, and purpose. Northern (1995) notes that social work,
similar to other helping professions, characterizes relationship as consisting ofworker
qualities of acceptance or nonpossessive warmth, empathy and genuineness or
authenticity. Despite the importance that social work has always placed on relationship,
there has been little research or recent theoretical development; rather, practitioners have
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relied on the findings from psychotherapy research to advance and refine their practice
(Coady, 1993), For example, psychotherapy research has found that successful early
engagement and positive client-practitioner relationship are generally predictive ofa good
clinical outcome (Barrett-Lennard, 1962; Gomes-Schwartz, 1978; Hartley & Strupp,
1983; Luborsky & Crits-Christoph, 1988).
Trust is a reconceptualization of the interpersonal bond described by Bordin ( 1979).
It is generally assumed that a positive interpersonal bond between the client and
practitioner is more difficult to develop when they come from different cultural
backgrounds (Gibbs, 1980; Gibbs & Huang, 1989). This assumption, however, lacks
consistent empirical substantiation. There is little research directly investigating the effect
ofethnocultural difference on the process ofengagement in an actual clinical practice
situation, and indirect studies using analogue or simulated situations have yielded mixed
findings (Sue, Zane & Young, 1994), There is also some evidence that characteristics
other than the findings (Sue, ethnicity of the practitioner may affect client preference and
choice (Atkinson 1986; Porche & Banikiotes, 1982), while the actual therapeutic process
may be affected more directly by specific practitioner behavior such as the expression of
empathy (Banks, 1972; Carkhuff& Pierce, 1967) and the degree of intimate self¬
disclosure (Berg &Wright Buckley, 1988).
Self-disclosure
Self-disclosure, or the willingness to let another person know thoughts, feelings, or
wants, is basic to the counseling process. It is particularly crucial in the rapport
establishment phase of the relationship, because it is the most direct means by which
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persons can make themselves known to others and is, therefore, prerequisite to achieving
the goals of counseling. People ofblack African descent are especially reluctant to
disclose themselves to others, probably because of the hardships which they and their
forebears have experienced in the United States. Many of them, especially males, are
devoid of confidence in human relations (Karon, 1975).
Reluctance to disclose is a problem in the white-black dyad, because few blacks
initially perceive whites as persons ofgoodwill. Clients disclose themselves when they feel
that they can trust the target person, not necessarily when they feel that they are being
understood, for it implies engulfinent, loss of autonomy, being found out, and that is the
same as being destroyed in a society which is perceived as racist. Obviously, the fear of
being understood has grave implications for individual and group counseling. It is
conceivable that, in the case of some black clients, counselors who understand too much
are to be feared or even hated (Pendersen, 1986).
The use of self-disclosure as a measure ofmental health tends to neglect the idea that,
"One characteristic often linked to the healthy personality is the ability to talk about the
deepest and most intimate aspects of one's life; to self-disclose"(Sue, 1990). This
orientation is very characteristic of our counseling and therapy process in which clients are
expected to talk about themselves in a very personal manner. The fact that many
minorities are reluctant to initially self-disclose can place them in a situation where they
are judged to be mentally unhealthy and, in this case, "paranoid" (Sue, 1990).
Self-disclosure may be the most important behavior in which a client engages during
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counseling, and increased self-disclosure by clients have been shown to have a positive
effect on therapeutic improvement (e.g. Anchor & Sandler, 1976; Carkhuflf& Pierce,
1967). Besides its centrality in the process of self-exploration, client disclosure provides
a major basis for diagnosis and the formulation of treatment plans and goals (Traux &
Carkhufif, 1967), and client problems are often related to inappropriate levels of disclosure
and the subsequent inability to form close interpersonal relationships (Jones, Hobbs, &
Hockenbury, 1982; Solano, Batten, & Parish, 1982). Counselor disclosure is believed to
function as a model ofappropriate behavior (Jourard, 1971; Mowrer, 1964) as well as a
means of reducing ambiguity (Bugental, 1965).
Disclosure by a counselor can also reduce interpersonal distrust (Jourard &
Friedman, 1970) and has been shown to foster perceptions of a counselor as warm,
accepting, and nurturant (Bundza & Simonson, 1973), fiiendly (Murphy & Strong, 1972),
and more competent (Graff, 1970). Given the fact that client attitudes toward the
counselor and the counseling relationship will affect their initial involvement in counseling,
their willingness to disclose, length of stay, and final outcome (Simonson, 1976) counselor
disclosure will often be a part of successful counseling.
Barriers to Effective Counseling
Traditionally, the United States has been defined as a melting pot in which various
cultures are assimilated and blended as immigrants mold their beliefs and behavior to the
dominant white culture. The melting pot image has given way to a more pluralistic ideal
in which immigrants maintain their cultural identity while learning to function in the
society. Not only are immigrants still flocking to America from Cuba, Haiti, Vietnam,
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Guatemala, El Salvador, and other countries (Lafromboise, 1985), but they have equal
access to counseling (Arcinega and Newlou, 1981). This diversity creates three major
difficulties for multicultural counseling: the counselor's own culture, attitudes, and
theoretical perspective; the client's culture; and the multiplicity ofvariables comprising an
individual's identity (Pendersen, 1986).
Adherence to a specific counseling theory or method may also limit the success of
counseling. Many cultural groups do not share the values implied by the methods and
thus do not share the counselor's expectations for the conduct or outcome of the
counseling session. To counter these differences, effective counselors must investigate
their client's cultural background and be open to flexible definitions of "appropriate" or
"correct" behavior (Lafi’omboise, 1985).
Fitzpatrick (1990) commenting on the importance ofbilingual personnel, states;
"Language continues to be a problem on every level ofPuerto Rican or Hispanic
experience, things have improved but the problem of language and the need for bilingual
personnel in the addiction prevention or correction effort is very clear".
Another counseling barrier is language. Language differences may be perhaps the most
important stumbling block to effective multicultural counseling and assessment (Romero,
1985). Language barriers impede the counseling process when clients cannot express the
complexity of their thoughts and feelings or resist discussing affectively charged issues.
Counselors, too, may become finstrated by their lack ofbilingual ability. At the worst,
language barriers may lead to misdiagnosis and inappropriate placement (Romero, 1985).
Clinicians often assume that issues ofdiscrimination and the improvement of services
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to minority clients will be addressed by professionals whose work is policy oriented. It is
imperative, however, that clinicians who provide direct service to people of all racial and
ethnic backgrounds examine their own practice with minority clients.
Diagnosis versus Misdiagnosis of the Client
Much has been written about the treatment ofminorities in the psychotherapeutic
relationship (Hines & Boyd-Franklin, 1982; de Anda, 1984; Jue, 1987; Pinderhughes,
1982). Before clients enter into such a relationship, however, they are evaluated and
diagnosed. This diagnosis is key to the type of treatment they will subsequently use.
Moreover, once a psychiatric label is attached to a client, it often sticks (Pendersen,1988).
Thus, a diagnosis of schizophrenia is not usually changed, even if the person no longer
shows symptoms of the illness. The schizophrenic is considered in remission, but the
person is not considered cured of the illness (Pendersen, 1988). It is crucial, therefore,
that clinicians become aware not only of racial and cultural bias in the treatment of
minority members but of racial and ethnic biases inherent in present forms ofpsychiatric
diagnosis.
In order to accomplish the goals of counseling, counselors must be able to relate to
and communicate with clients, determine their state ofadjustment, make therapeutic
recommendations designed to assist them, and intervene personally on their behalf
Relating to minority group people is problematic, as has been pointed out, but making an
accurate diagnosis of culturally different counselees is probably fraught with more
Clinicians often assume that issues of discrimination and the improvement of services
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difficulties. Although clients are racially and ethnically different, counselors perforce rely
on the same assessment tools and procedures used in counseling majority group clients
Misdiagnosis can also be caused by clinician bias. Spurlock (1985) and Gardner
(1990) note that many psychiatrist do not perceive African Americans' psyche as being as
complex as that or whites. Therefore, the same symptoms that would be labeled
emotional or affective disorders among whites are labeled schizophrenic among African
Americans. Sata (1990) notes that psychiatry’s focus is exclusively on individual
pathology and not on social, cultural, and political realities. This focus is inherently racist
due to its detrimental effects on clients from the non-dominant culture. Gardner (1990)
points out that even African American doctors are not immune to such bias when they
don the physician's white coat, they often don its values, too. Language barriers, both
obvious and the not so obvious, also exist, complicating the problem ofmaking cross
cultural psychiatric diagnoses. Clearly, immigrants whose English is poor have difficulty
making themselves understood. However, even ifminority clients speak English weU,
communication may still be impeded by cultural barriers. For example, Teichner (1981)
found that because Puerto Ricans are under-represented in the mental health profession;
professionals' lack of knowledge ofPuerto Rican culture is likely to lead to misdiagnosis.
Institutional racism can also cause misdiagnosis. For example, the Diagnostic and
Statistical manual ofMental Disorders (American Psychiatric Association, 1994) claims
to be objective and nonpolitical but in fact contains inherent assumptions regarding
pathology and mental disease that demonstrates aWestern bias. Some of its earlier
assumptions have been challenged and changed in later editions. For example, it no
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longer classifies homosexuality as a mental disorder. However, many diagnostic
assumptions that affect women and minorities are less overt and have not been adequately
questioned. For example, wife-battering is considered a crime but not a psychiatric
disorder. If it were labeled a psychiatric disorder, perpetrators could be hospitalized
involuntarily. As another example, schizophrenia is characterized by hostility, suspicion,
and paranoia (Pendersen,1988). An Afiican American in today's society may manifest all
of these emotions in the course ofdaily survival.
In traditional counseling and psychotherapy research and practice, the major issues
have been diagnosis, what specific techniques or process to use with which diagnostic
category, and evaluating outcome in psychotherapy (Strupp 1978). The most critical
issue appears to be diagnosis, or formulation of the therapeutic problem. In this context
clinical judgements and both standardized and nonstandardized tests have been used.
Torrey (1986) contends that once the problem has been named in counseling and
psychotherapy, the development ofgoals and the process ofhelping become relatively
straight forward. The identification of the problem that has brought the client to
counseling is difficult in within-group counseling situations and gets understandably more
complex in cross cultural situations. Marsella (1982), in a review of the literature on
culture and mental health, presents compelling data to support the hypothesis that culture
plays a major role in the etiology, expression, course, and outcome ofmental disorders.
Further, he stresses that all aspects ofmental disorders are inextricably linked to the
sociocultural milieu in which they are generated.
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Stereotypes ofMinority Clients
Stereotypes concerning minority clients once permeated the mental health
professions and may still influence therapists' behavior in some instances. For example,
Hines and Boyd-FrankUn (1982) cited various studies indicating that African American
clients were less likely than were white clients to be in psychotherapy. African American
clients were also discharged sooner than were whites. Fewer than one third ofAfrican
American clients were referred to group or individual therapy, whereas one-half of the
white patients were referred to such treatment (Yamamoto, James & Palley, 1968).
An accusation often leveled against minority clients by clinicians in public health
institutions is that they have no respect for time constraints and often are late for or miss
appointments (Kupers, 1981). However, therapy appointments are often scheduled to
meet the needs of the therapist, not the client. Problems with transportation and baby
sitting may cause clients to miss appointments. Moreover, poor minority clients
experiences with institutions and services in other areas of their life do not serve as
models for responsible behavior (Kupers, 1981). For example, why should a client who
typically waits four hours in a welfare line believe that his or her 9:00 a.m. appointment
for outpatient psychiatry will be any different?
There is always the danger of stereotyping clients and of confiising other influences,
especially race and socioeconomic status, with cultural influences. The most obvious
danger in counseling is to oversimplify the clients's social system by emphasizing the most
obvious aspects of their background (Pendersen, 1986). While universal categories are
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necessary to understand human experience, losing sight of specific individual factors
would lead to ethical violations (Ibrahim, 1985). Individual clients are influenced by race
ethnicity, national origin, life stage, educational level, social class, and sex role (Ibrahim,
1985). Counselors must view the identity and development of culturally diverse people in
terms ofmultiple, interactive factors, rather than a strictly cultural framework (Romero,
1985). A pluralistic counselor considers all facets of the client's personal history, family
history, and social cultural orientation (Arcienga and Newlou, 1981).
Depending on cultural background, clients may use Western medicine or psychiatry in
conjunction with other forms ofhealing techniques. Most cultures have spiritual healers,
priests, rabbis, shamans, spiritualist-whose advice is sought on mental health issues. In a
random sample ofPuerto Ricans in New York City, Canino (1990) found that 31% had
seen a spiritualist at least once. Canino also found that 73% of a group ofoutpatients at a
New York City mental health clinic reported visiting a spiritualist prior to seeking
psychiatric consultation. Clinicians need to be aware that their advice or opinion may
conflict with that of the spiritual healer and to respect and integrate differing approaches in
the best interest of clients.
Cultural Competence ofCounselors
Many ifnot most, of the problems that come to the attention ofmental health
programs involve comorbidity with Alcohol or drug consumption. Therefore, alcohol or
drug prevention has often been developed in mental health programs (Silk-Walker et
al. 1988). As noted by Delgado (1989), it is essential for culture-specific interventions to
occur throughout the entire continuum ofalcohol or drug related services. These services
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must be grounded in the value system, traditions, and language of the client, family, and
community. Marin (1983), in his article on designing culture-specific interventions with
Latinos, note that differences predicate the notion that in order to be effective, community
interventions need to take into consideration the specific characteristics ofthe group being
targeted. Culturally appropriate interventions are define, therefore, as meeting each of the
following characteristics: (1) The intervention is based on the cultural values of the group,
(2) the strategies that make up the intervention reflect the subjective culture (attitudes,
expectations, norms) of the group, and (3) the components that make up the strategies
reflect the behavior preferences and expectations of the group members. Failure to
provide culture-specific services throughout the entire continuum will in all likelihood
result in poor utilization of services.
The effectiveness ofmultimodality interventions is predicated on the qualification of
the staff entrusted to carry out treatment (Delgado, 1979). Qualifications, in this instance,
are not limited to professional or educational credentials; they also entail cultural
competence. Cultural competence is dramatically increased when staff share the same
cultural background as their clients. This background, it should be emphasized, is not
restricted to one subgroup but also covers such key factors as language abilities,
socioeconomic status, and sexual orientation (Delgado, 1979). Thus, availability of
diverse staff increases the likelihood that available resources are used to the maximum
extent and increases the likelihood of therapeutic success.
A major assumption for culturally effective counseling and psychotherapy is that we
can acknowledge our own basic tendencies, the ways we comprehend other cultures, and
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the limits our culture places on our comprehension. It is essential to understand our own
cultural heritage and world view before we set about tounderstand our own cultural
heritage and world view (Ibrahim, 1985; Lauver, 1986). This understanding includes an
awareness ofone's ovm philosophies of life and capabilities, a recognition ofdifferent
structures of reasoning, and an understanding of their effects on one's communication and
helping style (Ibrahim, 1985). Lack of such understanding may hinder effective
intervention (McKenzie, 1986).
Similarities or Differences in Race and or Culture
Early studies of the counseling dyad found that racial similarities are a factor in
forming the counseling relationship. Carkhuff and Pierce (1967) concluded that
counselors and clients who are similar in ethnicity and social class or gender have a greater
potential for empathic interpersonal relationships. Stranges and Riccio (1970) found that
counselor trainees preferred counselors of the same racial and cultural backgrounds.
Mitchell (1970) likewise asserted that the white counselor cannot counsel the Black
psyche. Levine and Campbell (1972) reviewed the literature on ethnocentrism and
concluded that groups or individuals who perceive themselves as similar are more likely to
relate harmoniously than groups who perceive themselves as different. Muliozzi (1972)
discovered that white counselors as less understanding, less genuine, or less unconditional
in their regard, however black clients did not see white counselors as less understanding,
less genuine, or less unconditional in that regard. Black clients did not feel that white
counselors liked them as much compared with white clients.
21
Lorion and Parron (1985) and Torrey (1986) have presented evidence showing how
professional mental health services are class-bound, relating the expectancy and type of
psychiatric disorder to a persons position in societies class structure. Clients from
different social classes were given different treatments and diagnoses. Some confusion
exists in the literature between social class differences and racial affiliation as they
influence adjustment. Menacker (1971) and Sweeney (1971) have discussed guidance for
lower income persons, emphasizing that years ofneglect, even benign neglect, are not
eradicated by a few hours of counseling. A lower-income population must be viewed
within the total context of its unique home and community environment. Gordon and
Smith (1971) likewise have maintained that the guidance specialist should be concerned
with changing the environment as well as with changing the student being counseled.
There is danger that the counselor will stereotype a lower-income client, disregarding
individuality. This tendency is particularly dangerous when the counselor comes from an
upper-class or middle-class background.
The client's cultural background is significant as one aspect in perceived similarity of
shared identity. Although counselors cannot change their cultural identity, they can learn
the styles appropriate for working with culturally different clients and enhance the degree
ofperceived similarity between themselves and their clients. The development of
culturally appropriate styles for counseling culturally different clients is therefore, an
important aspect of counseling. It may be possible to train counselors in the styles
appropriate to different cultures with different personal constructs (Kelly 1955). Training
in cross-cultural counseling workshops has changed counselors perceptions (Neimeyer and
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Fukuyama 1984) and attitudes (Fukuyama and Neimeyer 1985).
Historically, some researchers (Jensen, 1981) have looked at psychological
differences between racial groups, and concluded that there were innate differences
between them. These studies contributed to a climate ofopinion where Black people were
judged to be intellectually inferior. The other side of the coin was that IQ tests were
found to be unreliable and culturally biased for many ethnic groups. For these reasons,
psychometric testing is not very popular in a transcultural setting. Writing about
assessment across cultures, MacCarthy (1988, 130) concludes; "the use of standardized
instruments generally raises complex difficulties in cross-cultural assessment and cannot
substitute for face-to-face, culturally-sensitive interviewing,"
The most famous example ofharm caused by misdiagnosis and biased attitudes in the
treatment of a culturally unique client is the Larry P. v. Riles case in California (Lambert
1981). In this well-known decision a San Francisco federal district court judge ruled that
the IQ testing ofLarry P , a Black student in the Oakland public schools, was unlawful.
The testing and subsequent placement in a special education class for the mentally retarded
deprived Larry P. ofhis right to unbiased assessment and stigmatized him, possibly for life.
The courts decision forbade the use of assessment and stigmatized him, possibly for life.
The courts decision forbade the use of IQ tests for diagnosis of the educable mentally
retarded. One outcome of the Larry P. decision was an attempt to discover assessment
instruments that were less culturally biased, such as the Adaptive Behavior Scale (ABS;
American Association on Mental Deficiency 1974).
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Delivery of Service
Delivery of effective mental health services to cross-cultural clients has been an area
of concern for practitioners, researchers, and educators (Bales 1985; Bernal and Padilla
1982; Ibrahim and Arredondo 1986; Pendersen 1986; Marsella and Pendersen 1981; Sue
1983). Current research indicates that educational programs designed to prepare
counseling, school, and clinical psychologist generally overlook providing information to
students that would make them culturally effective (Bernal and Padilla 1982; Ibrahim et al.
1986). Programs fail to emphasize knowledge of different cultures and groups, their
philosophical and psychological assumptions, beliefs, and values, and an understanding of
individual variation within groups. This evidences a lack of desire or initiative to
incorporate these concerns in mental health professional preparation programs. As noted
in current literature, this leads to numerous problems in the delivery ofadequate and
appropriate mental health services (Bales 1985; Sue 1981; Suel983).
Premature Termination of Service
While national interest in the mental health needs of ethnic minorities has increased in
the past decade, the human service professions, especially clinical and counseling
psychology, have failed to meet the particular mental health needs of this population
(Bernal & Padilla, 1982; Casas, 1982; Casas, Ponterotto, & Gutierrez, 1986; Ibrahim &
Arrendondo, 1986; Ponterotto & Casas, 1987; President's Commission on Mental Health,
1978; Smith, 1982; D.W. Sue et al., 1982). Ethnic minority groups (particularly American
Indians, Asian Americans, Blacks, and Hispanics) represent roughly 20% of the total US.
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population. Evidence reveals that the minority population, in addition to the common
stresses experienced by everyone else, is more likely to encounter problems such as
immigrant status, poverty, cultural racism, prejudice, and discrimination. Yet studies
continue to reveal that American Indians, Asian American, Blacks, and Hispanics tend to
under-utilize traditional mental health services (S. Sue, Allen, & Conaway, 1975; S. Sue &
Mckinney, 1974; S. Sue, McKirmey, Allen, & Hall, 1974). What is even more puzzling
and disturbing were findings that minority clients tended to terminate counseling at a rate
of 50% after only one contact with the therapist. This was in marked contrast to
the less than 30% termination among white clients.
Ivey's "work (1981, 1986) in the field ofmicrocounseling cross-cultural counseling,
and developmental counseling seems central to our understand of counseling or
communication styles. He believes that different theories are concerned with generating
different sentences and constructs, and that different cultures may also be expected to
generate different sentences and constmcts. Counseling and psychotherapy may be
viewed as special types of temporary cultures. When the counseling style of the counselor
does not match the communication style of the culturally different client, many difficulties
may vary, premature termination of the session, inability to establish rapport and or
cultural oppression of the client. Thus, it becomes clear that effective cross-cultural
counseling occurs then the counselor and the client are able to appropriately and
accurately send and receive both verbal and nonverbal messages. When the counselor is
able to engage in such activities, his or her credibility and attractiveness will be increased.
Communication styles manifested in the counseling context may either enhance or negate
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the effectiveness of cross-cultural counseling. It appears that several major implications
for counseling can be discerned.
CarkhufFand Pierce (1967) concluded that counselors who are most different from
their clients in ethnicity and social class or who are not ofthe same sex have the greatest
difficulty effecting constructive changes, whereas helpers who are not most similar to their
clients in these respects have the greater facility for empathic interpersonal relationships.
LeVine and Campbell (1972) reviewed the literature on ethnocentrism and concluded that
groups or individuals who perceive themselves as similar are more likely to relate
harmoniously. Along these lines, Mitchell (1970) likewise asserted that the Caucasian
mental health worker cannot successfully counsel the "black psyche." The veiy notion of
counseling is too frequently seen as demeaning, debilitating, patronizing, and
dehumanizing (Russel, 1970), particularly when the counselor’s implicit or explicit bias is
communicated to the contrast-culture client (Ayres, 1970). Stranges and Riccio (1970)
likewise found that counselor trainees preferred counselors of the same racial and cultural
backgrounds. Harrison (1975) concluded that clients, and particularly Blacks, prefer
counselors of the same race, and Berman (1979) demonstrated how Blacks used more
active expression skills and less attending skills than whites.
Effective Counseling
For effective counseling to occur, both the counselor and client must be able to send
and receive both verbal and nonverbal messages accurately and appropriately. In other
words, counseling is a form of communication. It requires that the counselor not only
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send messages (make himself or herself understood), but also receive messages (attend to
what is going on with the client). The definition for effective counseling also includes
verbal (content ofwhat is said) and non-verbal (how something is said) elements.
Furthermore, most counselors seem more concerned with the accuracy of
communication (let's get to the heart of the matter) rather than with whether the
communication is appropriate. In traditional Asian culture, for example, subtlety is a
highly prized art. The direct and confi'ontive techniques in counseling may be perceived
by a traditional Asian client as "lacking in respect for the client," a "crude and rude form of
communication," and "a reflection of insensitivity." In most cases, counselors have been
trained to tune in to the content ofwhat is said, rather than how something is said.
Although language, class, and cultural factors all interact to create problems in
communication between the minority client and counselor, and often-neglected area is
nonverbal behavior (Harrison, 1983; Wolfgang, 1985). What a person says can either be
enhanced or degraded by his or her nonverbal behavior. When a man raises his voice,
tightens his facial muscles, pounds the table violently, and proclaims, "Goddamn it. I'm not
angry!" he is clearly contradicting the content of the communication. Ifwe all share the
same cultural and social upbringing, we may all arrive at the same conclusion. Interpreting
nonverbal behavior, however, is made difficult for several reasons. First, the same
nonverbal behavior on the part of an American Indian client may mean something quite
different than if it was made by a White person. Second, nonverbal behavior oftentimes
occur outside our level of awareness. As a result, it is important that counselors begin the
nonverbal behavior on the part of an American Indian client may mean something quite
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different than if it was made by a White person. Second, nonverbal behavior oftentimes
occur outside our level of awareness. As a result, it is important that counselors begin the
process of recognizing nonverbal communications and their possible cultural meanings. It
is important to note that our discussion of nonverbal codes will not include all the possible
nonverbal cues. Some of the areas excluded are time considerations, olfaction (taste and
smell), tactile cues, and artifactual communication (clothing, hairstyle, display ofmaterial
things, etc.) (Knapp,1980; Ramsey & Birk, 1983; R. E. Pearson, 1985; Doughs, 1987).
Minority chents will often "test the counselor" through a series of challenges. Many
of these challenges are aimed at getting the counselor to self-disclose. The intent is to
ascertain the counselor's level not only of expertness, but of trustworthiness as well.
• "How open and honest are you about your own racism and will you allow it to interfere
with our relationship?" The minority client, in an attempt to seek an answer to the
question, will create situations aimed at getting the counselor to reveal himselfor herself.
Some very common verbal tests are posed in questions like, "How can you possibly
understand the minority experience? Have you ever laughed at racist jokes? How do you
feel about interracial relationships? Are you a racist? Do you really care what happens to
Blacks will either enhance or diminish the credibility (Sue 1990).
Oftentimes people assume that being an effective cross-cultural counselor is a
straightforward process that involves the acquisition of knowledge about the various racial
or ethnic groups. Ifwe know that Asian Americans and Blacks have different patterns of
eye contact than their White counterparts and ifwe know that these patterns signify
different things, then we should be able to eliminate biases and stereotypes that we
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possess. Were it so easy, we might have eradicated racism years ago. While increasing
our knowledge base about the lifestyles and experiences ofminority groups is important, it
is not a sufficient condition in itself Our racist attitudes, beliefs, and feelings are deeply
ingrained in our total being. Through years of conditioning they have acquired a strong
irrational base, replete with emotional symbolisms about each particular minority. Simply
opening a text and reading about Blacks and Hispanic will not deal with our deep-seated
fears and biases (Sue, 1990).
Just as race, culture, ethnicity, and gender may affect communication styles,
considerable support exist that theoretical orientation in counseling would likely influence
helping styles as well. Different cultural groups may be more receptive to certain
counseling or communication styles because of cultural and sociopolitical factors, states.
Sue (1981). And, indeed, the literature on cross-cultural counseling therapy strongly
suggest that American Indian, Asian Americans, Black Americans, and Hispanic
Americans tend to prefer more active-directive forms ofhelping than nondirective ones
(Pendersen, Draguns, Lonner, & Trimble, 1981; Ruiz & Ruiz, 1983; D. W. Sue, 1981;
Trimble, 1981; Vontress, 1981). Some actual studies ofminority-group preference for
helping styles support these assertions (Atkinson et. al., 1978; Dauphinais et al. 1981;
Peoples &. Dell, 1975).
CHAPTERm
CONCEPTUAL/THEORETICAL FRAMEWORK
Cultural factors that relate to client attitude toward counselor and social workers play
a major part of compliance with treatment goals. In some studies researchers suggest that
cross cultural or multicultural counseling or social work is currently perceived to be
important and relevant in the field of counseling or social work. Most counselors or social
workers, at one time or another, are involved with clients from countries different fi-om
their own. Tt is common for a white counselor or social worker and a minority client to be
involved in a counselor-client relationship. Paterson (1978) indicated that "most trained
counselors are white and middle class, but most clients are from other racial and
socioeconomic groups.
When the client and counselor or social worker come from different countries,
misunderstanding, rejection, distrust, and negative transference are more likely to occur as
a result of perceived cultural differences (Pendersen, 1988). Therefore, it is necessary for
counselors and social workers to be familiar with their clients culture in order to minimize
miscommunication and assist and effective client-counselor relationship. Because the
United States is a multiethnic nation ofmany cultures, languages, values and belief
systems, it is urgent that counselors or social workers develop a strong commitment to
understanding as many diverse groups as possible. It is important for counselors or social
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workers to have some grasp of the meaning of cultural diversity. Some knowledge of
cultural differences is essential. If the counselor or social worker does not have some
understanding of the client's values, belief, frame of reference, and cultural characteristics,
a substantial gap between counselor or social worker and client exists before even
beginning to work with the client. Counselors or social workers should also be aware of
their own world view and how it differs from other cultures.
Counselor disclosure is believed to function as a model of appropriate behavior
(Jourard, 1971; Mowrer, 1964) as well as a means of reducing ambiguity (Bugental,
1965). In addition to engaging in less self-disclosure. Blacks often continue therapy for
shorter periods of time and evidence higher drop-out rates (Baekeland & Limdwall, 1975).
A number of factors may contribute to this. First, Blacks clients may have a basic mistrust
ofWhite counselors (Comer, 1973; Jackson, 1973; Terrell & Terrell, 1984). Other
reasons hypothesized to underlie early termination of therapy by Black clients include
negative reactions to a counselor who is perceived as dissimilar, cold, and unfnendly and
the fear that self-disclosure may result in labeling supports prejudicial myth about Blacks




A correlation design will be used in the research. The correlation design will be
implemented in this research to determine which variables are related and for predicting
the expected relations of the hypotheses. The data source, the unit ofobservation will be
the clients from North Dekalb Mental Health Center. The research instrument will be a
questionnaire containing the independent and dependent variables in the research problem.
Sampling
The research sample will be compiled of clients from North Dekalb Mental Health
Center. North Dekalb Mental Health Center is an Outpatient facility for Child and
Adolescents ages five to eighteen. Adults ages eighteen and above, who have emotional
and behavioral problems. North Dekalb Mental Health Center is located in North DeKalb
County off of Interstate 85 and Shallowford Road on the access road. The facility is part
of The Dekalb Community Service Board, and the Merit System.
The sampling technique used in this study is random sampling. The sample was
comprised of fifty subjects. No identifying information will be obtained from the subjects
in the sample. Once the subjects completed the questionnaires, they were collected
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in an envelope and analyzed by the researcher.
Instrument Design
The questionnaire utilized in this study is 30 question survey containing questions
related to the culture, diagnosis, relationship, self-disclose, approach of the counselor,
barriers to counseling, stereotypes, cultural competence, similarities and differences of
culture, delivery of service, premature termination, and effective counseling. The
questionaire was self-administered by the respondents.
Methods ofAnalysis
The method of analysis that comprised this study utilized the in SPSSPC batch system
to determine the frequency distribution and correlation statistics. The data obtained in this
study was coded into a computer and analyzed by the use of the statistical computer
program Statistical Package for the Social Sciences (Nie, Hull, Jenkins, Steinbrunner
1985).
The frequency distribution provided the percent or rate of occurrence for each
question in the survey. Correlation analysis determined the degree of relationship between
the dependent and independent variables within the research problem. Correlation findings
in addition addressed the research question and hypothesis of this study.
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Step 1: Defining Research Objectives
The survey of the perceptions of factors that affect the implementation of full
inclusion instrument is divided into two sections. Section 1 addresses demographic data,
while Section II addresses inclusion of the respondent's counselor. It is designed to assess
the perception of counselors as related to implementing inclusion in these areas: (1)
Relationship, (2) Self-disclosure, (3) Barriers, (4) Diagnosis, (5) Stereotypes, (6) Cultural
Competence, (7) Similarities and Differences, (8) Termination. These items were
designed to measure each of the content categories above, but together they measure the
extent to which they relate to implementing full inclusion in the counseling sessions.
Step 2: Selection of a Sample
The researcher followed the guidelines suggested by Gail, Borg, and Gall (1996). The
researcher used a Likert-type scale which typically asked for the extent of agreement with
an attitude. This type of scale was chosen because the respondents responded to closed
ended questions requiring a response to one of the five possible choices; Strongly Agree,
Agree, Somewhat Agree, Strongly Disagree, Disagree. Also the researcher felt that this
response mode was simple and easy to score.
Step 3: Designing the Questionnaire Format
The selection for which this instrument was designed is germane to any configuration
of cultures, whether different or the same. The demographic information on the
instrument is applicable for all cultures, and the section on inclusion does not have to
specify a culture.
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The instrument is also designed to measure the perceptions of counselors on inclusion.
The researcher was unable to find any instruments about multicultural counseling. There
were also no instruments found that would measure the specified variables that were part
of this research so the researcher developed a questionaire that would measure the
specified variables.
A pool of 32 test items was generated for this study. Test items were organized so
that they were easy to read and complete. Clear, concise instructions were evident.
Questions were organized in a sequence, and test items were stated as briefly as possible.
Using items that could be considered double barreled was avoided, and an attractive
questionnaire for distribution was designed.
Step 4: Contacting the Sample
The respondents in this research were asked by the researcher to fill out the
instrument in the lobby of the facility. The rationale ofusing this strategy was to identify
the researcher, discuss the purpose of the study, and request cooperation for participation.
Also, this contact was made to ensure that the researcher received the instrument in a
timely manner.
Step 5 ; Preparing a Consent Form
The Consent form was brief and gave the rationale for conducting the research. Each
respondent was assured that individual anonymity would be preserved. In addition, the
form contained an excerpt thanking the respondents for their time.
Step 6: Analyzing the Questionnaire Data
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Following the collection of data, the responses on the questionnaire were statistically
analyzed using the SPSSPC batch system. The Cross-Tabulation program from the
SPSSPC batch system was used for scoring and computing data. Cross-tabulation is
basically a joint frequency distribution of cases according to two or more classificatory
variables. These joint frequency distributions were statistically analyzed using the Pearson
"r" correlation and the alpha level of significance was set at .05.
Working with Human Subjects
The Community Service Board in which this study was conducted has in its guidelines
that permission must be sought and granted only if the instrument is distributed in it's
agency. The research was conducted using consumers receiving service at the facility.
Contact was made in person, seeking permission for participation. The instrument was
disseminated in person.
The researcher guaranteed the respondents anonymity and confidentiality. Also, the
respondents were assured that the data collected would only be used for the expressed
purpose of conducting this research.
Description of the Instrument
The instrument used in this study, A Survey of the Perceptions ofFactors That Affect
Implementation ofFull Inclusion, was developed by the researcher. The instrument
consisted of a two-part questionnaire of 32 items. Section I, addressed question that were
demographic, while Section II addressed questions pertaining to inclusion. Each
demographic variable required a single response to be indicated by selecting from a
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prescribed response mode. There were 28 items measuring perceptions of inclusion that
were developed by the researcher. Table 1 shows a description of the items on the
questionnaire as they related to the variables under investigation.
The response mode for questions on the inclusion section required the respondent to
select the most appropriate answer base on his or her perception of inclusion. The
response choices were "Strongly Agree," "Agree," "Somewhat Agree," "Strongly
Disagree," "Disagree." The Likert-type scale was assigned a numerical value ranging from
1 to 5, with the higher values of 4 and 5 representing a higher degree of disagreement with
the inclusion statements and the lower rating of 1, 2, and 3 representing agreement.
Validity and reliability of the Instrument
A composite measure was used, according to Gall, Borg, and Gall (1996), validity is
the degree to which a test measures what it purports to measure. Content validity is
described as the degree to which the sample as the degree to which the sample of test
items represents the content that the test is designed to measure. Reliability, as defined by
Gall, Borg, and Gall (1996), is the level of internal consistency of a measuring device
over time. The instrument had an alpha of .87 for Chronbach's alpha reliability test.
CHAPTER V
PRESENTATION OF FINDINGS
Frequency distributions were utilized to determine percentages/frequencies means
of responses. Correlations were performed to determine the strength of the relationship
between the independent and dependent variables.
Table 1
Demographics for Frequency Distributions rN=34
Percentage N
What is your gender?
Male 41.2 12
Female 58.8 22














What is your racial classification?




In table #1, the mean age for respondents was 32 years of age, 32.4 percent of the
Respondents participating in the study were of the Hispanic race. A little over half of the
respondents participating in the study were female.
Table 2 39
Multicultural Counseling and Service Delivery for Frequency Distribution rN=34)
Percentage N
















I would come to counseling as scheduled ifmy counselor tried to understand me more?
Strongly agree 8.8 5
Agree 41.2 13
Somewhat agree 32.4 10
Disagree 17.6 6







Multicultural Social and Emotional Factors Frequency Distributions (N=34)
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Percentage N
I wish my counselor had a more positive attitude toward me?
Strongly agree 8.8 4
Agree 32.4 12
Somewhat agree 35.3 11
Disagree 23.5 7
I wish my counselor had shared some of his/her personal stories when I first started my
counseling session?
Strongly agree 5.9 3
Agree 11.8 4
Somewhat agree 23.5 7




Multicultural Counseling and Service Delivery for Frequency Distribution rN=34'l
Percentage N
I feel as if I can trust my counselor, so I tell him/her everything ?
Strongly agree 5.9 4
Agree 32.4 10
Somewhat agree 47.1 13
Disagree 14.7 6
My counselor understands everything I say ?
Strongly agree 17.6 7
Agree 17.6 7
Somewhat agree 14.7 6




Multicultural Counseling and Service Delivery for Frequency Distribution fN=34)
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Percentage N
When my counselor talks to me she/he use big words or talk over my head ?
Strongly agree 2.9 2
Agree 32.4 10
Somewhat agree 29.4 9
Strongly Disagree 5.9 3
Disagree 41.2 10
I don't feel like I am getting anything out of counseling, because1 my counselor does not
understand me ?
Strongly agree 2.9 2
Agree 17.6 7
Somewhat agree 32.4 10
Strongly Disagree 11.8 6
Disagree 32.4 10
In table #2 the majority of respondents appear to be members ofmedium
income households. Most respondents revealed that they were Baptist or A.M.E.
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Table 2 (continued)
religious background. There were 50 percent of the respondents who disagreed with the
statement "I trust my counselor". Only 32 percent of the respondents agreed that they
wish their counselor had a more positive attitude toward them. Most of the respondents
somewhat agree that they vwsh their counselor had shared some of his or her personal
stories when they first started counseling. A little under a halfof the respondents tell
their counselor everything. There were 44.1 percent of the respondents that said that they
disagree with the statement "My counselor understands everything I say. Only 17.6




Multicultural Counseling and Service Delivery for Frequency Distribution fN=34)
Percentage N
I would come to counseling as scheduled ifmy counselor tried to understand me more ?
Strongly agree 8.8 3
Agree 41.2 12
Somewhat agree 32.4 11
Disagree 17.6 8
My counselor seems to think that all people ofmy race are all the same ?
Strongly agree 20.6 9
Agree 41.2 12




Multicultural Counseling and Service Delivery for Frequency Distribution fN=34)
Percentage N
Ifmy counselor was of the same race or gender as I, then I would feel more comfortable?
Strongly agree 61.8 19
Agree 26.5 8
Somewhat agree 8.8 5
Disagree 2.9 2
I would prefer to have a counselor ofthe same race ?
Strongly agree 76.5 21
Agree 14.7 6
Somewhat agree 5.9 5
Disagree 2.9 2
My counselor has taken the time to understand me and my culture ?
Strongly agree 20.6 6
Agree 5.9 3
Somewhat agree 11.8 5




Multicultural Counseling and Service Delivery for Frequency Distribution fN=34)
Percentage N
There is no one in this office that is of the same race as I ?
Strongly agree 2.9 2
Agree 20.9 7
Somewhat agree 17.6 5
Strongly disagree 23.5 8
Disagree 32.3 12
My counselor explained by diagnosis (problem) to me ?
Strongly agree 2.9 2
Agree 17.6 5
Somewhat agree 32.4 9





Multicultural Counseling and Service Delivery for Frequency Distribution rN=34)
Percentage N
My counselor has asked about my family's behavior, and my past behavior ?
Agree 23.5 8
Somewhat agree 14.7 5
Strongly disagree 14.7 5
Disagree 47.1 16
My counselor has questioned me about my culture ?
Agree 5.9 2
Somewhat agree 14.7 5
Strongly disagree 29.4 10
Disagree 50.0 17
In Table # 3, there were 41.2 respondents that agreed that they would come to
counseling as scheduled if their counselor tried to understand them more. Most of the
respondents strongly agreed that their counselor thought all people of one race were the
same. One half of the respondents disagreed that their counselor was genuinely
'
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concerned about them and their well being.
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Table 3 (continued)
There were 61.8 percent of the respondent that strongly agree with the statement, "Ifmy
counselor was of the same race or gender as I, then I would feel more comfortable. Most
of the respondents strongly agreed that they would prefer to have a counselor of the same
race. Over half of the respondents disagree that their counselor has taken the time to
understand their culture. There were 20.9 respondents that strongly agree with the
statement "There is no one in the office of the same race as I". Only 41.2 of the
respondents had their diagnosis explained to them. There were 47.1 respondent that
disagreed that their counselor had inquired about their families behavior and their past
behavior. Halfof the respondents disagree that their counselor has questioned them about
their culture. There were 8.8 percent of the respondents that believe people of other races
really understand other races.
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Table 4
Bivariate Analysis ofMulticultural Counseling and Service Delivery
Dependent Variables: Service Delivery Pearson's 'r' value
What is your religious preference? .70*
I would come to counseling as schedulecf ifmy
counselor tried to understand me more? .75*
My counselor seems to think that all people of
my race are all the same .63*
I feel as ifmy counselor is genuinely concerned about
me and my well being? .88*
I trust my counselor? .84*
Ifmy counselor was of the same race or gender as I,
then I would feel more comfortable? .72*
My counselor understands everything I say? .34
My counsleor has taken the time to understand me and
my culture? .86*
There is no one in this office that is the same race as I? .75*
I find myself repeating myself to the counselor so I try to
say as little as possible? .47
My counselor explained my diagnosis (problem to me? .51*
My counselor has questioned me about my culture? .44
Table 4 (continued)
My counselor has been to my home or referred other
workers to visit my home?
It did not take very long to become comfortable with
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Correlation Findings
A correlation is what determines how two variables are related to one another. A
correlation can range from -1.0 (negative correlation) to +1.0 (positive correlation). The
sign of a correlation indicates whether the variables are positively or negatively correlated,
and a correlation of 0 means there's no relationship at all between two variables. The
absolute value ofa correlation (i .e., the actual number, ignoring the plus or minus sign)
indicates the strength of the relationship. Therefore, a correlation of - .80 indicates a
stronger relationship than a correlation of+.50 because the sign of the correlation is
ignored when determining the strength of the relationship.
Correlation statistics were used to determine the relationship between the dependent
and independent variables of this study. Question 14, 21, 1, 10, 11, 12 which were
representative of the dependent variable. Multicultural counseling were correlated with
independent variable question 31, 4, 5, 5, 6, 7, 8 (emotional factors).
Based upon the results from the correlation statistics there is no strong relationship
between multicultural counseling and service delivery. All absolute values that were lower
than .50 were considered to display weak relationships. All absolute values equalling .50
and above were considered to demonstrate strong relationship. Overall, there were few




The review of the literature indicates that counselors in the mental health setting as
well as alcohol and other drug agencies are not as culturally aware as they should be.
However, more importantly is that counselors are not taking the time to get to know their
consumers, and this plays a major role in premature termination as well as misdiagnosis.
There is a growing awareness of and sensitivity to ethnic and cultural issues in the
helping profession. The United states is vastly becoming a melting pot for people of
foreign countries. As presented in the review of literature person's will go to counseling
sessions seeking help for what ever problem they have, but they end up missing several
appointments, or just not going at all.
Although almost any counseling situation involves some cultural differences, certain
consumers require much more attention and sensitivity. Consumers bring with them
specific values, belief, and actions conditioned by their experiences related to race,
ethnicity, sex, religion, age, historical experience with the dominant culture. It is essential
that culturally diverse person's receive the psychiatric attention that they deserve. They
deserve a full thorough assessment, as any one else. It does not take very long for the
counselor to question the consumer about his or her past behavior or about ones culture.
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Counselors need to know of specific cultural differences and to realize how certain
cultural values find their way into the counseling situation.
Theoretical Implications
Multicultural counseling takes into consideration ofall aspects of our culturally
pluralistic society. It is the consenus ofwriters in the field that the theories and practices
of counseling need to be adapted to the multicultural perspective. Such a perspective
respects the special needs and strengths of diverse client populations, and it recognizes the
environmental experiences of these consumers. Thus, it is essential for conselors to
carefully examine the appropriateness of counseling practices in multicultural situations
and to learn the knowledge, skill, and competence that will enable them to function
effectively and ethically in a multicultural society.
Limitations of Study
The findings of this study were not representative of the entire multicultured
population. The sample size was 34, all ofwhich were valid. The same was made up of
59% females and 41% males. The sample was made up of only those consumers that
attend counseling at the North Dekalb Mental Health Center. Also, the population used
was a convenience sample, therefore it is not a representative sample of all multicultured
population seeking counseling and social service.
Conclusion
The phenomenon of counseling is growing rapidly. The large number ofpersons who
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are needing conseling is rising. This study has revealed that social and emotional factors
are strongly related to early termination, as well as misdiagnosis. This study also pointed
out that unless the counselor becomes culturally aware or sensitive, the presenting
problem is likely to continue. Counselors must take the time to obtain background
history, family history as well as talk to members of the family and involve the family as
much as possible. It is hard to work Avith individuals and make progress ifyou are not
working with the surrounding, therefore multicultural sensitivity and diversity is important
for social workers and counselors. *
APPENDIX A
CLARK ATLANTA UNIVERSITY
SCHOOL OF SOCIAL WORK
LETTER OF CONSENT
To All Participant of this Study;
The purpose of this questionnaire is to identify the social and emotional factors that are
related to multicultural counseling, service delivery treatment compliance. This surv^
is prepared in conjunction with my thesis requirement for graduation at Clark Atlanta
University’s School of Social Work. All information obtained for this survey is
confidential. All who participate in this study will be included in my thesis, which will
be seen only by myself, my thesis advisor, and the faculty member of the School ofSocial









MULTICULTURAL COUNSELING AND SERVICE DELIVERY
QUESTIONNAIRE
1. What is your gender?
0. Male
1.Female
















4. A. M E.
5. Other
5. What is your family income?


























































































19. My counselor does not give a choice of times or days for the next appointment he/she
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